Jill D., aged 16. The mother first noticed pink patches on the trunk when the girl was 7. They were more pronounced in the winter months, and did not improve after tonsillectomy.
When I first saw her at the age of 10 years 6 months (in 1945) there were brownish papules scattered over the abdomen, back and chest. These did not fade completely on pressure and appeared to be a form of pigmented urticaria. Dermographism could be elicited. Her general health and development were normal. Some improvement occurred after general ultraviolet-light therapy.
I did not see her again for three years (1948) . She then showed thickened erythematous areas over the trunk, with smaller discrete patches resembling pityriasis rosea. The plaques showed some brownish staining but there were no isolated pigmented urticaria papules. There was some evidence of ulceration with scab formation, but no pruritus.
A year later, at 16, there are extensive areas of telangiectasis and brownish pigmentation, affecting abdomen, chest and back, and extending symmetrically down on to the thighs. Papular urticaria has been present on the thighs and legs. The dryness of the skin has developed within the last few weeks. Monthly periods have been present for six months. Section of a recent lesion does not show mast cells.
Dr. Warren: I did consider the diagnosis of parapsoriasis and, following Dr. Barber's suggestion that cases responded to calciferol, I tried it for four or five months and it has had no effect on the lesions. I think many members thought of the suggestion of parapsoriasis and also of some abnormal form of reticulosis, or some other blood disorder, but nobody was very definite.
The President: It was parapsoriasis which first suggested itself to me. Some of the lesions did seem infiltrated.
POSTSCRIPT In November 1945 she was treated for a moderately severe cystic acne involving the face, chest and shoulders, first with routine local therapy and later with superficial X-rays (5 doses 100 r).
At that time small, firm lesions were scattered over the shoulders and chest which were thought to be inspissated sebaceous cysts with ? keloid change.
The acne improved, but in January 1946 two biopsies of the nodules on each shoulder showed them to be fibromata and they continued to increase in size.
The biopsy scars rapidly became keloidal, showing that the "keloidal tendency" was present. She was referred to the plastic surgeon, who advised X-ray therapy and a course of short distance "Chaoul" therapy was tried, but, apart from slightly softening the lesions, no effect was produced. A total dose of 2,500 r, in 5 single treatments of 500 r, was used.
The lesions have remained unaffected by any form of treatment and appear to be quiescent. Our main interest in showing this case is for prognosis and treatment. The patient had the advantage of treatment at an early stage, when the lesions were still soft and vascular and the radiologist expected a good result. Levitt, W. M., and Gillies, H. (1942, Lancet (i), 440) , state that the response of keloids to X-ray therapy or a combination of X-rays with surgery is excellent in the early lesions, and this view appears to pervade the literature, especially the radiological literature, on the subject. Several workers have suggested surgery followed by X-rays, which will have their maximal effect when the keloid tends to recur after excision, that is, from the 7th to 10th day. Some dermatologists are of opinion that it is exceptional for good results to be obtained in such cases, especially in acne keloid. The end-results may be worse than before treatment, as the keloid may be larger. One concludes that an extremely guarded prognosis should be given in these cases.
